Hypotheses derived from the Developmental Model of Health and Nursing were tested by examining relationships among mothers' resilience (health potential), family health-promoting activity (health work), and mothers' health-promoting lifestyle practices (competence in health behavior) in 67 families with preschool children. Mothers completed a mailed survey containing self-report measures of the study variables and a demographic form. As hypothesized, both mother's resilience and family health work were positively related to mother's health-promoting lifestyle practices. Mother's resilience was also associated with health work. Mother's resilience and health work were found to predict 41% of the variance in mother's healthpromoting lifestyle practices, after controlling for the effects of family income. Mother's resilience and health work were most strongly related to different, but complementary, aspects of mother's health-promoting lifestyle practices. Implication for nursing practice and future research are identified.
Health promotion is a process of enabling people to increase control over health by building their capacity to make and act upon informed choices for healthy living (World Health Organization, [WHO] 1978 [WHO] , 1986 . A dynamic, lifelong process, health promotion is oriented toward growth, self-fulfillment, and the development of human potential (Pender, 1996) . Health promotion efforts of individuals and families are critical resources that, in combination with broader social factors (e.g., adequate income and housing, educational opportunities, community resources, healthy public policy), result in enhanced health and well-being (WHO, 1986) .
In general terms, family health promotion may be viewed as a process undertaken by the family to sustain or enhance the social, emotional, and physical well-being of the family and its members (Duffy, 1988; Ford-Gilboe, 1997a) . Each family develops its own pattern of problem-solving and decision-making patterns involving health matters that are seen in the lifestyle of the family (Duffy, 1988; C. Gillis, 1983; Pratt, 1976) . As the basic social context in which health values and practices are developed, the family plays a vital role in shaping the lifestyles of its members, including the ways in which they cope with illness and other health challenges (Allen & Warner, 2002; Loveland-Cherry, 1989; Pratt, 1976) . Engaging in health promotion provides an opportunity to alter lifestyle choices and to develop effective ways of dealing with health situations so that family goals and aspirations can be achieved (Allen & Warner, 2002; Dunst, Trivette, & Deal, 1994) . The influence of the family is particularly important during early childhood as health beliefs, attitudes, and practices are learned and become consistent at a very young age (Cohen, Felix, & Brownell, 1989; Donovan, Jessor, & Costa, 1991; Duffy, 1988) . However, there has been little systematic study of family health promotion processes, due, in part, to limited theorizing about the nature of these processes. An understanding of factors that contribute to family health promotion efforts is needed as a basis for developing programs and services that support the development of healthy ways of living.
Understanding family health promotion and the role of the nurse in facilitating this process is the focus of the Developmental Model of Health and Nursing (DMHN) (Allen & Warner, 2002; DeMarco, Ford-Gilboe, Friedemann, McCubbin & McCubbin, 2000; Ford-Gilboe, 1997a , 2002a Laforet-Fliesser & Ford-Gilboe, 1996) , a theoretical extension of the McGill model of nursing (Allen, 1983; Gottlieb & Ezer, 1997; Gottlieb & Rowat, 1987) . Consistent with the WHO (1978) view of health promotion, the DMHN emphasizes process and adopts a strengths perspective that focuses on how families develop capabilities needed for healthy living within the context of everyday life events and the social conditions within which they live (Allen & Warner, 2002) . Ford-Gilboe systematically extended theory development work conducted by Allen in the late 1980s by refining conceptual definitions and specifying and testing propositions from the theory (Ford-Gilboe, 2002a) . Although formal theory testing is in the early phases, results provide consistent support for theoretical propositions in families who are experiencing both normative and unexpected health situations and who differ in terms of family structure, stage of development, and socioeconomic status (DeMarco et al., 2000; Ford-Gilboe, 2002a) . However, relationships between theoretical concepts have not been tested in families with preschool children. Based on the DMHN, the purpose of this study was to test the relationships among mother's resilience, family health work, and mother's health-promoting lifestyle practices in families with preschool children. Figure 1 presents a conceptual model of the study concepts and their proposed relationships.
Health work, the central concept in the DMHN, reflects the process through which families develop healthy ways of living by learning how to cope with life events and by promoting healthy development of the family unit and its members. Coping is viewed as a function of problem solving-a process of attempting to deal with or solve challenging health situations-whereas development relates to growthseeking behavior seen in the family's ability to mobilize strengths and resources to achieve health goals (Allen, 1989; Allen & Warner, 2002; Ford-Gilboe, 2002a; Warner, 1981) . As health work increases, families become more actively involved in health matters and tend to focus on their strengths and abilities and to adopt a proactive, problem-solving approach to manage health situations (Ford-Gilboe, 2002a) . Consistent with this concept, findings from several qualitative studies support the idea that both problem solving and goal setting are processes used by families to manage health situations and promote health (Backett, 1992; Duffy, 1984; Jerrett, 1994; Knafl, Breitmeyer, Gallo, & Zoeller, 1996; Pratt, 1976; Scharer & Dixon, 1989; Wuest & Stern, 1991) . Adopting an action theory perspective, Valach, Young, and Lynam (1996) proposed that family health promotion is an intentional, goaldirected process involving a series of individual and joint family actions related to particular "projects" that are identified and carried out by the family. Analysis of conversations of 32 parent-adolescent dyads about health resulted in the identification of five categories of family health promotion that reflect aspects of both goal attainment and problem solving, such as sharing information, values, and beliefs about health and negotiating adolescent independence.
Strengths and capacities are critical resources for health promotion (WHO, 1986) . In the DMHN, the health potential of the family-the strengths, motivation, and resources of the family and its membersis proposed to positively affect engagement in health work (Allen & Warner, 2002; Ford-Gilboe, 2002a) . Family strengths are the internal capabilities of the family and its members that are exhibited as a unique family functioning style. Closely tied to family values and priorities, motivation refers to the family's overall interest in health matters and desire to change health practices and patterns to fit with needs. Resources are external sources of assistance in health matters such as access to information; economic sufficiency; social support from extended family, friends, and the community; and needed time, energy, and support services (Allen & Warner, 2002; Ford-Gilboe, 2002a) . Although many individual and family strengths have been identified in the literature, few studies have examined the relationships between specific strengths and family health promotion behavior.
One strength that may facilitate the process of health work, and ultimately promote healthy lifestyles, is resilience-the capacity to adapt, change, and grow in spite of ongoing stress or adversity (Cicchetti & Garmezy, 1993; O'Leary, 1998) . Although there is general agreement that resilience constitutes a type of "preparedness" that is mobilized when a stressful situation occurs (Kadner, 1989) , there is less agreement about the nature of resilience and the mechanisms that underlie its influence on health and well-being. Thus, resilience has been conceptualized as a personal strength, a process, and an outcome (Jacelon, 1997; Woodgate, 1999) . Much of the classic research in this field has used a process perspective and focused on the role of personal, family, and community "protective factors" in moderating the effects of "risks" inherent in poor environments on children's adaptative outcomes (Beardslee & Podorefsky, 1988; Garmezy, 1991; Moran & Eckenrode, 1992; Radke-Yarrow & Sherman, 1990; Rutter, 1987; Werner & Smith, 1992) . This approach places emphasis on identifying the array of protective factors that moderate risks and promote a return to prior functioning (Gore & Eckenrode, 1994; O'Leary, 1998) .
In contrast, the growing body of research focused on resilience in adult women has adopted the position that resilience is a personal strength or capacity that assists individuals in coping with challenges, including those that are normative, such as loss (Wagnild & Young, 1990) and single parenting (Ford-Gilboe, Berman, Laschinger, & Laforet-Fliesser, 2000) . Within this perspective, emphasis is placed on the constellation of personal beliefs, assets, and skills that assist individuals in managing life challenges so that health and well-being are fostered. Thus, risks are considered part of the context, and resilience is thought to exert more direct effects on a number of positive outcomes, including those oriented toward growth and not simply a return to prior levels of functioning (O'Leary, 1998) . The position that resilience is a personal capacity has been supported in several qualitative studies. Brodsky's (1999) study of 10 resilient, low-income, African American single mothers suggested that these women focused on balancing the everyday risks inherent in their living situations with personal values, attitudes, goals, and actions to "do a little more than whatever it takes" (p. 152) and succeed in eight domains of life. Similarly, findings from Wagnild and Young's (1990) grounded-theory study of 24 successfully adjusted older women who had experienced a loss suggested five personal qualities that enabled these women to restore balance in their lives: (a) perseverance (determination and persistence), (b) self-reliance (a belief in one's capabilities), (c) equanimity (a balanced view of the world), (d) meaningfulness (having a sense of purpose), and (e) existential aloneness (understanding and acceptance of their uniqueness). Beardslee (1989) identified self-understanding, the ability to assess one's capacity for needed change and to believe in the worth of personal contributions to the world, as the core component of resilience, in three separate studies of civil rights workers (N = 11), cancer survivors (N = 3) and children of parents with affective disorders (N = 24).
Although parental characteristics such as warmth (Spaccarelli & Kim, 1995) , respect for children's individuality, and rule setting (Werner & Smith, 1992) have been identified as positive influences on children's resilience, the influence of parental resilience on family processes has been largely ignored. Brodsky and DeVet's (2000) qualitative study of resilient African American mothers (N = 10) who were raising children in high-risk neighborhoods found that these lowincome, single mothers positively influenced family processes through carefully planned strategies for instilling values and protecting and disciplining children, that fit with their goals, their children's behavior, and the neighborhood context. Mothers are widely accepted as the "health guardians" within families who direct much health-related activity, yet the specific influence of mother's resilience on family health promotion efforts has not been studied. It is plausible to expect that more resilient mothers would be more able to support their families in paying attention to health issues and in working toward changes that would enhance health and quality of life, in spite of many competing demands that are part of the lives of busy families. It is equally plausible that more resilient women would also be better able to make and sustain their own healthy lifestyle practices. In support of this premise, Wagnild (1997) found that participants who reported better health status and greater resilience were more likely to practice healthy lifestyle behaviors in a survey of communitydwelling older adults (N = 776).
Over time, improvements in health work are proposed to translate into better health outcomes for families (Ford-Gilboe, 2002a) . Engaging in health work allows families to develop competence in the skills used in the health work process (i.e., problem solving and goal attainment), and as their interest in health and awareness of their strengths and capacities increases, they begin to adopt healthier lifestyle practices. Therefore, competence in health behavior is reflected by the family's effectiveness in managing health situations, achieving health goals and making lifestyle changes that are important to them (Ford-Gilboe, 2002a). According to Pender (1996) , a health-promoting lifestyle is a positive approach to living that is motivated by a desire to promote wellness and involves activities such as eating a balanced diet, building positive relationships, assuming responsibility for health, and engaging in satisfying leisure activities. Although lifestyle research has tended to adopt an individual orientation, positive relationships between parent's and children's participation in healthy lifestyle practices have been found in several studies involving both adolescents (Donovan, Jessor, & Costa, 1991; A. J. Gillis, 1994; Riccio-Howe, 1991 ) and preschool and school-age children (Cohen et al., 1989; Dielman, Leech, Lorenger, & Howath, 1984) . Furthermore, support for a positive relationship between health work and mother's health-promoting lifestyle practices has been found in studies of single-parent and two-parent families with preadolescent children (Ford-Gilboe, 1994 /1995 , 1997a and in Latin American Mennonite families with dependent children (Burrill, 1998) .
Thus, based on the DMHN, the following hypotheses were tested in this study:
Hypothesis 1: There is a positive relationship between mother's resilience and health work of families with preschool children. Hypothesis 2: There is a positive relationship between family participation in health work and mother's health-promoting lifestyles practices in families with preschool children. Hypothesis 3: There is a positive relationship between mother's resilience and mother's participation in health-promoting lifestyle practices in families with preschool children. Hypothesis 4: Mother's resilience and family health work predict mother's participation in health-promoting lifestyle practices in families with preschool children.
METHOD

Design and Sample
Because little or no research had previously explored relationships among the study variables, a descriptive correlational survey design was used in this study. A convenience sample of 67 mothers with at least one preschool child, 3 to 5 years of age, was recruited from three nursery schools in a small city in southern Ontario, Canada, using flyers and posters containing information about the study. Of the 85 mothers who volunteered to participate, 67 (79%) returned completed questionnaires.
Inasmuch as preschool children do not have the cognitive capacity to provide information about health practices and the influence of the family on these practices, mothers of preschool children were sought to provide this information. As the primary socializers of children and health guardians of the family, mothers are often the best source of health information in families. Furthermore, Ford-Gilboe (1994/ 1995, 1997a) found no significant differences in ratings of family health work provided by mothers and preadolescent children from the same family, suggesting that mother's ratings of health work may be a reasonable proxy for the family. As no measure of family healthpromoting lifestyle existed, mother's health-promoting lifestyle was used as a starting point in beginning to examine the role of health work on health-promoting lifestyle practices. This is a reasonable course of action in view of the unresolved measurement problems.
The sample obtained consisted of a relatively homogeneous and socially advantaged group of mothers of preschool children. Mothers ranged in age from 27 to 44 years (M = 33.1, SD = 3.82) and were highly educated, with 98% having 12 or more years of education and more than half having some postsecondary education. Most mothers (80%, n = 54) were employed (24 full-time, 30 part-time). Employment was the primarily source of income for all but two families (n = 65, 97%). Annual family income ranged from $22,000 to $120,000 Canadian dollars, with a mean of $66,570 (SD = $23,670), which was $12,000 more than the national average for nonelderly families at the time of data collection (Che-Alford, Allan, & Butlin, 1994) . The majority of mothers were either married or living in common-law relationships (n = 64, 95.5%), whereas the remaining 3 participants (4.5%) were separated or divorced. All participants were Caucasian, with British or European ethnic roots, and English was the primary language spoken in 95% of family homes. The number of children per family ranged from one to four, with an average of 2.3 (SD = .71).
Instruments
Three instruments were used to measure the study variables. All instruments are summated rating scales in which higher scores reflect higher degrees of the attributes being measured.
The Resilience Scale (RS) is a 25-item summated rating scale designed by Wagnild and Young (1993) to operationalize their concept of resilience-a personal characteristic thought to enhance adaptation in the context of adversity. Items were developed from the narratives of older women who had successfully adapted to losses (Wagnild & Young, 1990) . Participants are asked to rate the extent to which each item reflects them on a 7-point Likert-type scale ranging from strongly disagree (1) to strongly agree (7). Items are arranged in two subscales: (a) Personal Competence, the degree to which individuals are self-reliant, independent, determined, and will persevere in the face of odds (17 items); and (b) Acceptance of Life and Self, which reflects the degree to which individuals hold a balanced view of life and are adaptable and flexible (8 items). An additional item serves as an optional measure of the concurrent validity of the RS. Subscales were identified through factor analysis of data from 810 older adults (Wagnild & Young, 1993) . As evidence of construct validity, the RS was found to correlate with measures of concepts that are theoretically related to resilience, including the Self-Esteem Scale (Rosenberg, 1965 ) (r = .57, p < .01) and Perceived Stress Scale (S. Cohen, Kamarck, & Mermelstein, 1983 ) (r = -.32 to -.67, p < .05). The RS has been used with samples of caregivers of spouses with Alzheimer's disease (N = 39), female graduate students (N = 159), first-time mothers (N = 130), public housing residents (N = 43), and community-dwelling older adults (N = 776) (Wagnild, 1997) . Cronbach's alpha coefficients for these studies ranged from .76 to .91. For this study, the Cronbach's alpha coefficient was .85. Test-retest reliability using data from 130 women at 1, 4, 8, and 12 months postpartum ranged from .67 to .84 (Wagnild, 1997) .
The Health Options Scale (HOS) (Ford-Gilboe, 1997b , 2002b ) is a 21-item summated rating scale that measures the degree to which families engage in the process of health work. Participants indicate the extent to which their families engage in health promotion behaviors consistent with health work using a 4-point Likert-type scale that ranges from strongly disagree (1) to strongly agree (4). Items representing both extremes of the health work continuum are included, necessitating reverse scoring for some. Items are arranged in three subscales: (a) Attending, which reflects active involvement in health matters (8 items); (b) Goal Attainment, which reflects identification and pursuit of health goals (6 items); and (c) Experimenting, the extent to which the family uses a problem-solving approach to manage health problems (7 items). Subscales were identified through confirmatory factor analysis using data from a community sample of 325 parents, in which a 3-factor solution was found to support the data (goodness-of-fit index [GFI] = .89) and account for 98% of item variance (Ford-Gilboe, 2002b) . Concurrent validity has been established through moderate correlations with several established measures of theoretically related concepts, including the Problem Solving Inven-tory, a measure of individual problem-solving style (Heppner, 1988) ; the Health Promoting Lifestyle Profile (Walker, Sechrist, & Pender, 1987) , a measure of individual health-promoting lifestyle practices; and the family APGAR (Smilkstein, 1978) , a measure of global family functioning (Ford-Gilboe, 1997b) . Internal consistency of total and subscale scores has been acceptable (alpha > .70) across samples of families experiencing varying contexts (DeMarco et al., 2000; Ford-Gilboe, 2002b ). Cronbach's alpha coefficient for this study was .81.
The Health Promoting Lifestyle Profile II (HPLPII) (Walker & Hill-Polerecky, 2001 ), a recent revision of the 48-item Health Promoting Lifestyle Profile was developed to measure individual healthpromoting lifestyle. The 52 items on this summated rating scale are arranged in 6 subscales: Health Responsibility (9 items), Physical Activity (8 items), Nutrition (9 items), Spiritual Growth (9 items), Interpersonal Relations (9 items), and Stress Management (9 items). Items have been altered slightly from the original format of the Health Promoting Lifestyle Profile. Participants are asked to rate the frequency with which they engage in the behavior indicated by each item on a 4-point scale that ranges from never (1) to routinely (4). Data from 712 adults aged 18 to 92 were used to assess validity and reliability of the HPLPII. The six-dimensional structure of the HPLPII was confirmed through factor analysis. Construct validity was supported through positive correlations with the Personal Lifestyle Questionnaire (r = .68) and measures of perceived health status and quality of life. Internal consistency was .94 for the total scale and .79 to .87 for the subscales. Test-retest reliability over a 3-week interval was .89 (Walker & Hill-Polerecky, 2001) . In this study, internal consistency of the HPLPII was .91.
A demographic questionnaire was used to collect data on selected personal and family characteristics including family composition, cultural/ethnic background, marital and employment history, and annual family income. These data were used primarily to describe the women who took part in this study and their families.
Procedure
Mothers who agreed to participate in the study were given a package containing a detailed information letter, a questionnaire, and a stamped addressed envelope in which to return the completed questionnaire to the investigators. The information letter clearly stipulated that only mothers were to complete the questionnaires and that participation was voluntary. Reminder letters were distributed to those families who had not returned the questionnaires within 2 weeks. The study protocol was approved by the ethics review board based at the university with which the investigators were affiliated.
Data Analysis
Descriptive statistics appropriate to the level of measurement were generated for all study variables. Pearson's r correlation coefficients were used to test Hypotheses 1, 2, and 3. Hierarchical multiple regression analysis was used to examine the extent to which mother's resilience and family health work predicted mother's health-promoting lifestyle practices (Hypothesis 4). Relationships between resilience, health work, health-promoting lifestyle practices, and selected demographic variables were examined using appropriate measures of association. The significance level for all study analysis was p < .05.
RESULTS
Descriptive statistics for main study variables are presented in Table 1 . The mean score for resilience was relatively high (5.7/7) and similar to that reported by Wagnild and Young (1993) in a study of older adults. The mean score for health work was moderate (3.0/4) and comparable to that reported in a previous study of single-parent and two-parent families (Ford-Gilboe, 1997a). The mean score for health-promoting lifestyle practices was moderate (2.7/4), with mean scores for the dimensions of health-promoting lifestyle practices varying considerably, from a low of 2.3/4 for stress management to a high of 3.1/4 for interpersonal relations. Comparative data for the HPLPII was not available.
Family income, mother's education and employment status were the only demographic variables found to hold significant relationships with the study variables. Family income was moderately related to health-promoting lifestyle practices (r = .33). Mother's education was moderately related to the spiritual growth and health responsibility dimensions of health-promoting lifestyle practices (r = .37, r = .29, respectively). Differences in mother's resilience were found by employment status, with mothers who worked full-time reporting higher levels of resilience than mothers who worked parttime, F(2, 64 ) = 3.29, p =.04.
Hypothesis 1: As predicted, a significant positive relationship was found between mother's resilience and family health work (r = .23, p = .03), although the magnitude of this relationship was weaker than expected.
Hypothesis 2: Consistent with theoretical expectations, a significant positive relationship was observed between health work and mother's health-promoting lifestyle practices (r = .61, p = .001) ( Table 2) . Each of the dimensions of mother's health-promoting lifestyle practices was positively related to health work (r = .34 to .53), with the strongest relationship found to exist between health work and both the health responsibility (r = .53, p < .001) and physical activity (r = .49, p < .001) dimensions of health-promoting lifestyle practices.
Hypothesis 3: A moderate positive correlation was found between mother's resilience and health-promoting lifestyle practices (r = .42, p < .001), providing support for Hypothesis 3 ( Table 2 ). The strongest relationship was observed between the spiritual growth dimension of health-promoting lifestyle practices and mother's resilience (r =.58, p < .05).
Hypothesis 4: Hierarchical multiple regression analysis was used to examine the extent to which mother's resilience and health work predicted mother's health-promoting lifestyle practices (Table 3) . At Step 1, family income, the only demographic variable found to be related to health-promoting lifestyle practices, was entered as a control vari-394 JFN, November 2002, Vol. 8 No. 4 able. Consistent with the theory, mother's resilience was entered at
Step 2, with health work entered at Step 3. The n for this analysis was 59, after eliminating 8 cases with missing values for family income. At
Step 1, family income significantly predicted 11% of the variance in mother's health-promoting lifestyle practices, F(1, 57) = 6.36, p = .03. At
Step 2, mother's resilience contributed an additional 17% to explained variance, F(2, 56) = 11.90, p = .001, whereas the addition of health work at Step 3 resulted in a 24% increase in explained variance, F(3, 55) = 23.65, p < .001. Thus, with all three variables in the equation, 52% of the variance in mother's health-promoting lifestyle practices was explained. With the effects of family income held constant, mother's resilience and health work explained 41% of the variance in the dependent variable, providing support for Hypothesis 4. Only resilience and health work contributed unique variance in the final model, with health work making a stronger contribution than resilience (Beta = .505 and .306, respectively).
DISCUSSION
The results of this study contribute to an evolving knowledge base about family health promotion. Each of the four study hypotheses was supported, providing validation for positive theoretical relationships among the DMHN concepts of health potential, health work, and competence in health behavior. Although mother's resilience, a dimension of health potential, was weakly related to family health work, both health work and, to a lesser extent, mother's resilience significantly predicted mother's health-promoting lifestyle practices. Thus, study findings support the importance of both health work and mother's resilience in promoting mother's healthy lifestyle practices. Resilience and health work were most strongly associated with different aspects of health-promoting lifestyle practices (i.e., spiritual growth versus health responsibility and physical activity), allowing their unique influence to be realized. The positive relationship found between family health work and mother's health-promoting lifestyle practices (r = .61) is consistent with findings from a previous study of single-parent and two-parent families with preadolescent children (Ford-Gilboe, 1997a ). There is significant theoretical overlap between these two concepts as each taps aspects of health promotion but does so from different perspectives (process versus lifestyle) and from different vantage points (family versus individual). Furthermore, these findings support the premise that aspects of family functioning, including health-related problem solving and goal attainment (health work), may have positive effects on the health promotion practices of family members. The influence of family factors such as parenting style (Pratt, 1976) , supportive family environment (Dryfoos, 1990) , and parental monitoring of activity (Cernkovich & Giordano, 1987; Larzelere & Patterson, 1990 ) on children's health promotion behavior has been supported in previous studies. Findings from this study extend this analysis by suggesting that family health work is also an important support for the adoption and maintenance of healthy lifestyles in adult family members, specifically mothers. Given the correlational study design, 396 JFN, November 2002, Vol. 8 No. 4 it is equally possible that mother's lifestyle choices may have positively influenced family health work. The fact that the strongest relationships were observed between health work and two dimensions of health-promoting lifestyle practices-health responsibility and physical activity-suggests that much of the influence of health work on health-promoting lifestyle practices may be attributed to these two dimensions. Health responsibility and physical activity are among the most "action-oriented" dimensions of healthy lifestyle, suggesting some overlap between these dimensions. Furthermore, both health work and health responsibility share a common focus on proactive participation in health matters. The relatively strong relationship found between health work and physical activity (r = .49) may have also been influenced by the mother's definitions of health and their understanding of activities that promote health. The majority of the items on the HOS include the word health, requiring individuals to frame their responses using their own definitions of health and health promotion activities. Previous research has shown that absence of disease and physical fitness are the most widely held conceptualizations of health (Colantonio, 1988; Fugate-Woods et al., 1988; Williams Utz, Hammer, Miller Whitmire, & Grass, 1990) , whereas social marketing of health promotion has most often emphasized physical activity. Thus, mothers may have framed their responses to items on the HOS based on a narrow conception of health and health promotion activity.
The positive relationship found between mother's resilience and health-promoting lifestyle practices is consistent with findings of studies of employees, graduate students, and persons with arthritis, in which a sense of internal control and personal competence, components of resilience, were associated with enhanced health-promoting lifestyle practices . The pattern of positive relationships found between mother's resilience and the dimensions of health-promoting lifestyle practices is also consistent with results of a recent study of elderly women (Wagnild, 1997) . It is noteworthy that in both the current study and Wagnild's (1997) study, resilience was most strongly associated with the spiritual growth dimension of health-promoting lifestyle practices. Resilience has a strong cognitive orientation and may exert its strongest influence on health-promoting lifestyle practices not by doing but by being. These effects may be seen in cognitive processes, such as minimization and positive reframing, which were found to be helpful in adapting to stress and promoting health in sexual abuse survivors (Himelein & McElrath, 1996) , long-term survivors of AIDS (Rabkin, Remien, Katoff, & Williams, 1993) , and physically disabled individuals (Fine, 1991) . Although support for the relationship between resilience and health-promoting lifestyle practices has been found in studies of young adult and elderly women, the influence of resilience on women's health-promoting lifestyle practice over the life course and the precise mechanisms underlying this relationship need to be studied further to better understand variations that may occur at particular points in the life cycle in response to changing life circumstances.
The positive, but weaker than expected, relationship found between mother's resilience and family health work may be explained in several ways. From a systems perspective, the family is influenced by a variety of internal and external factors at any point in time (Bronfenbrenner, 1977) , each of which may influence health work. The impact of mother's resilience may be mitigated by other factors, such as the attitudes and beliefs of other family members, that are simultaneously influencing health work activities. Consistent with this perspective, mother's ability to influence family health practices has been found to vary in other studies. For example, mother's success in instituting new family eating patterns was found to be minimal if husbands or children opposed making changes (Coates, Jeffery, & Slinkard, 1981; Pill & Parry, 1989) . Furthermore, adolescents have reported that their mothers were more influential than their siblings but less influential than their fathers in changing family eating habits (De Bourdeaudhuij, 1997) . Thus, it may be difficult for mothers to positively influence the health work of their families if other internal or external barriers are working in opposition to this goal.
The composition of the study sample may have also contributed to the weak correlation found between resilience and health work. Resilience is an internal strength that is mobilized to cope with adversity (Kadner, 1989) . Because the majority of mothers in this study enjoyed a socioeconomically advantaged position, they may not have been experiencing as many challenges as mothers from lower socioeconomic classes. Although mother's resilience was quite well developed, women in this study may have had less need to draw upon their resilience to help them cope with life challenges and to support their participation in health work. Furthermore, it may be that the influ-ence of health potential on health work varies across time and situation. Different aspects of health potential may be more critical in supporting health work at different points in a family's life trajectory or under different circumstances (e.g., normative versus unexpected situations).
Mother's education and employment status, along with family income, were the only demographic variables holding significant relationships with any of the study variables. These findings may indicate that mother's education provides the cognitive capacity and family income the financial resources for promoting health. In related studies, the influence of education on health-promoting lifestyle practices has been identified in various populations Lusk, Kerr, & Ronis, 1995; Weitzel, 1989) . However, the influence of family income on health-promoting lifestyle practices was identified in only one of these studies . In several studies, no relationships were found between health-promoting lifestyle practices and either education or income (Hubbard, Muhlenkamp, & Brown, 1984; Pender et al., 1990; Pratt, 1976) . The conflicting results of these studies support the need for further research in this area.
Differences in mother's resilience were found by employment status, with mothers who worked full-time being more resilient than mothers who worked part-time. However, research examining the impact of employment on women's well-being has produced contradictory findings. The role expansion view of women's participation in the labor force (Bolger, DeLongis, Kessler, & Wethington, 1990) , which proposes that employment leads to enhanced resources that are used to promote health, is most consistent with the finding that mothers who were employed full-time were more resilient than mothers who were employed part-time. Women's sense of competence (a component of resilience) is enhanced as a result of employment (Haw, 1995; Sieber, 1974; Thoits, 1983 ). Furthermore, it has been proposed that women with multiple roles are able to reduce their psychological distress from one role by participating in another role (Barnett & Marshall, 1992) . Finally, it is equally possible that higher levels of resilience may have, in fact, facilitated women's ability to take on full-time work by supporting their self-confidence and ability to persevere in managing the often competing challenges of work and family life.
IMPLICATIONS
Implications for Future Research
This is the first study to test the relationship among mother's resilience, health work, and health-promoting lifestyle practices. Although this study makes a unique contribution to knowledge about family health promotion, several limitations should be considered in assessing the relevance of the findings. These include the inability to make causal inferences due to the use of a correlational design; the use of a relatively homogeneous, convenience sample that limits the generalizability of findings to families with similar characteristics; the use of mother's report as a proxy for family health work, which may be subject to bias; and the use of the HOS and RS, which are newer instruments with developing evidence of reliability and validity. In future research, relationships among the study variables should be examined in families representing a wider range of socioeconomic classes, developmental stages, and cultural backgrounds. Studies that examine the influence of resilience on health promotion processes in families managing higher levels of demands, such as those associated with poverty, abuse, single parenting, or chronic illnesses, would also contribute to understanding the relative importance of resilience across different contexts. Qualitative investigations aimed at describing the mechanisms by which resilience influences both health work and health-promoting lifestyle practices are needed to sort out the nature and direction of influence between these variables. Furthermore, the development of a measure of family healthpromoting lifestyle practices is needed to overcome the limitations of using an "individual" measure of this concept and begin to study factors that influence patterns of family lifestyle practices.
Implications for Nursing Practice
According to the DMHN, nurses must identify and support factors that contribute to family health promotion efforts to assist families in developing healthy ways of living (Allen & Warner, 2002) . Both mother's resilience and health work were positively related to mother's health-promoting lifestyle practices, suggesting that attention to the development and support of each of these qualities is a potentially important nursing role.
Personal and family efforts to promote health may be quite intertwined, suggesting that attention be paid to developing programs and services aimed at both mothers and groups of family members. Supportive learning environments should also be established that provide mothers and their families with opportunities to develop and use coping and goal attainment processes and to further identify and develop their health potential, particularly internal resources or strengths. Consistent with the DMHN's view of the family as a system, mothers, fathers, children who are developmentally ready to participate, and other people who are considered to be family could be involved in such activities. Although mothers have typically been seen as the gatekeepers of family health, particularly in families with young children, research in health education is shifting to focus on the entire family to promote participation in healthy lifestyles Nader et al., 1989; Perry et al., 1988; Pill & Parry, 1989) . Viewing the family as a system that is influenced by a multitude of internal and external factors should direct the nurse to be open to identifying and supporting a range of factors that influence both health work and healthy lifestyle practices. It is conceivable that the combination of many different aspects of health potential may have the most pervasive influence on health work. Family strengths, motivations, and resources that have the potential to even minimally affect health promotion efforts should be nurtured so that a broad reservoir of resources is available for promoting health in different contexts.
Nurses may also be able to foster the development of resilient qualities such as optimism, perseverance, and confidence in mothers as a means of supporting family health promotion processes and mother's lifestyle choices. Although the precise mechanisms by which resilience develops in adults is not known, the use of established cognitive strategies that help mothers view their life situations in more positive terms may be useful in promoting resilience. Helping mothers positively reframe difficult situations, pointing out their successes, and providing positive feedback for their efforts may all contribute to a sense of confidence and optimism.
Finally, although the influence of income and education on healthy lifestyle practices has not been consistently documented, there is sufficient evidence to justify nurses' lobbying government bodies to promote adequate education and a level of income for all families that is sufficient to sustain, if not promote, health.
